I. INTRODUCTION The U.S. health care system is broken. The percentage of the uninsured has grown in the United States from 15.6 percent in 2003 1 to 16.7 percent in 200<Y. The number one cause of bankruptcy in the United States, over sixty percent of all bankruptcies in 2007, was medical debt. 3 According to the World Health Organization's rankings of global health care systems, the U.S. health care system is thirty-seventh overall in terms of performance, while at the same time, it also is the most expensive health care system in the entire world. 4 In 2005, researchers calculated that nearly 45,000 Americans aged eighteen to sixty-four died due to a lack of health care insurance. 5 The total health care expenditure relative to total Gross Domestic Product ("GDP," or $14.3 trillion 6 ), according to the Centers for Medicare and Medicaid Services ("CMS") in 2009, was 17.3%, up 1.1% from the previous year, and the highest annual increase since the year 1960. 7 Furthermore, the coming tsunami of baby boomers becoming senior citizens will double the elderly population by 2030, known as the "2030 problem,'' 8 and the country is also potentially facing a 150,000-physician shortage by 2025. 9 The American Academy ofFamily Physicians reports a fifty percent decline in the past decade of medical students entering primary care. 10 All this seemingly adds up to a daunting environment for Americans seeking primary care.
However, problems are often disguised as opportunities. One bright spot of hope for health care is that of the profession of pharmacy. In 2009, the Gallup organization's annual Honesty and Ethics poll found pharmacists the second most highly trusted professionals ( 66% ), only behind nurses (83% ). 11 Also, pharmacists are the easiest professionals to access within the health care system. 12 Currently, there are 268,030 pharmacists in the United States, 13 and the sole degree for entry as of 2004 is a minimum six-year doctor of pharmacy (Pharm.D.) degree. 14 Pharmacists also have the options of residencies 15 after their formal educational training, therapeutic specialty board certifications, 16 and certificates in providing immunizations, 11 medication therapy management, 18 diabetes education/ 9 and asthma education. 20 Choose ("The public visits a community pharmacy nearly once a month-more than any other health care facility."). 13 (MTM) has been a service defined as the following, "As defined in a consensus definition adopted by the pharmacy profession in 2004, medication therapy management is a service or group of services that optimize therapeutic outcomes for individual patients. Medication therapy management services include medication therapy reviews, phannacotherapy consults, anticoagulation management, immunizations, health and wellness programs and many other clinical services. Pharmacists provide medication therapy management to help patients get the best benefits from their medications by actively managing [Vol. 9:1 "As a result of the evolution in pharmacy education, pharmacists are now trained with a focus and level of expertise in medication therapy management that exceeds any _other health care provider's." 21 Furthermore, ''the focus of the profession [of pharmacy] has shifted from quietly dispensing medications to patient-focused practice in which pharmacists discuss with patients how to take their medications, help with medication selection, monitor therapeutic effects and drug-related outcomes, and make medication adjustments." 22 -Yet, in the eyes of the law, both at the federal and Indiana state levels, pharmacists are not legally "providers" of health care. Under Title XVIII of the Social Security Act, pharmacists are not included as health care "providers.'.23 Health care providers are also defined under state law. In Indiana, pharmacists are not considered health care providers under the Indiana Medical Malpractice Act. 24 Although the scope of practice for the pharmacist has potentially widened with the advent of Congress passing the Patient Protection and Affordable Care Act ("PPACA") of 2010 25 along with the Health Care Education and Reconciliation Act ("HCERA") of 2010/ 6 the lack of provider status presents several challenges in delivering patient care by pharmacists-namely billing and liability issues.
The objectives of this note are to present evidence and ultimately aver that it is time for pharmacists to be legally considered health care providers both at the federal level under the Social Security Act and at the state level under the Indiana Medical Malpractice Act. The frrst section provides a background on the current state of pharmacy-including the challenges associated with pharmacists having no provider_status, and the history of what has been done to date regarding gaining provider status in other professions, such as nurse practitioners .. The second section provides a framework for how pharmacists are in fact already providing health care through programs such as administration of immunizations, providing medication therapy management {MTM), participating in the medical home, and leading emergency preparedness programs. The third section will discuss the pros and drug therapy and by identifying, preventing and resolving medication-related problems.").
I9 cons of achieving provider status as phannacists and will explore different stakeholder interests and positions of pharmacists increasing their scope of care.
II. BACKGROUND

A. The State of Pharmacy Without Provider Status
Pharmacists without legal provider status are presented with two equally precarious issues: (1) a lack of priority in reimbursement from third party payers for selling their products and services and (2) increased potential risk of liability while not possessing provider status under the Indiana Medical Malpractice Act. The first problem is best demonstrated by a recent true story of Tom Miller, an Dlinois independent pharmacist and pharmacy owner of Miller's Phannacy in rural Marion, Illinois. 27 On July 19, 2010, Mr. Miller not only had to close his pharmacy, but he also had to file bankruptcy for his pharmacy business. 28 He also may have to file bankruptcy personally because he took out personal loans for the business to keep the pharmacy running. 29 While a notable recession is occurring in Dlinois and around the country, the reason for Mr. Miller's demise was courtesy of the State of Illinois reimbursing him as a third party payer for his Medicaid patients? 0 Because the majority of Mr. Miller's patients were Medicaid recipients, he relied upon the State to reimburse him in a timely fashionideally within forty-five days. 31 However, his payments were taking much longer to arrive. In fact, the State oflllinois takes an average of 153 days to reimburse pharmacists. 32 "While the stimulus package 33 requires states to pay other health care providers quickly, it has no such protections for pharmacies. " 34 As a result, independent and other rural pharinacies like Mr. Miller's who have a large Medicaid patient population are either closing their doors and laying off their employees, or worse for patients, no longer accepting patients who have Medicaid as their third party insurance payer. 35 This is an example of the problem for pharmacists who do not have provider status and the damage it can do to pharmacists and their patients.
This story represents the plight of the phannacist when billing and suf- 
B. Legislative History and the Scope of Pharmacy Practice Expanding
Because of these challenges, and as the scope of the practice of pharmacy has evolved, so has the movement to gain legal provider status among the profession. In the 1960s, the role of the clinical pharmacist, particularly in hospitals, became the genesis of clinical practice. 46 In 1976, the Board of Pharmaceutical Specialties ("BPS") was established to recognize and develop board certifications for pharmacists. 47 During 1988, eighty percent of state statutes contained some· form of definition of pharmacy practice. 48 In 1990, the federal Omnibus Budget Reconciliation Act 49 was passed, requiring pharmacists to counsel patients and perf-orm drug utilization review ("OUR"), a review of all of a patient's medications. 5° Also, the National Association of Boards of Pharmacy (''NABP") developed a Model State Pharmacy Act, along with Model Rules, including a definition of the practice of pharmacy, which is the following:
The "Practice of Pharmacy" means the interpretation, 42 Two key watershed events occurred in 1994 relative to pharmacists and administration of immunizations: (1) Secretary Donna Shalala of the U.S. Department of Health and Hwnan Services ("HHS") asked the American Pharmacists Association ("APhA") to develop the role of pharmacy in immunizations for children, 52 and (2) the Washington State Pharmacy Association teamed up with Georgia pharmacist, entrepreneur, and pioneer of providing vaccines in community practice, Michael Reagan, to provide the first organized vaccine administration training program for pharmacists in Seattle. 53 In 1995, two pharmacists went to local physicians in Washington State and contracted into collaborative practice agreements ("CPAs") in order to administer influenza vaccines. 54 In 2001, two pharmacist organizations (the American Society of Health-System Pharmacists ("ASHP") and the American College of Clinical Pharmacy ("ACCP")) joined forces to work on the provider movement, 55 62 The movement forward towards pharmacists as providers under the Social Security Act has been decades in .the making; however, it remains elusive. Provider status is important, as it is the standard by which insurance carriers and third parties identify as professionals who can be reimbursed directly at the federal level and who can be protected by malpractice limits from tort actions under medical malpractice acts at the state level.
C. Possible Model for Pharmacists to Obtain Provider Status: The Nurse Practitioner
The elusive provider status has been achieved by other professions, namely nursing. Nurse practitioners gained provider status under the Balanced Budget Act of 1997, 63 but this did not come overnight; it took several decades of diligence, evolution of the profession, and lobbying before provider status became a reality;
[t]he key strategies that contributed to this victory were (1) gaining recognition that nursing had the potential to expand its role, (2) The first nurse practitioner training program began in 1965, due to the shortage of physicians and primary care services. 6 s Despite pushback from physician groups, the nurse practitioners supported their role with evidencebased medicine, research, publications, and cost-effective delivery of primary care. 66 Voluntary certifications then evolved for the nurse practitioner, along with advanced education. 67 In 1977, the Rural Health Clinic Act gave some nurse practitioners reimbursement if they were serving rural areas, and it mandated fifty percent of funded rural health services be provided "by nurse practitioners, certified nurse-midwives, and physician assistants.'.68 This practice settings' data was then leveraged to demonstrate to managed care and third party payers that the services were cost effective; but then the nurse practitioners realized that they would need to begin an aggressive lobbying campaign, which would last for twenty years, in order to gain provider status. 69 They encouraged and had nurses in key policy and fellowship positions in order to increase their presence on Capitol Hill, established positions on a Physician Payment Review Committee, and trained nurses to communicate with policy-and law-makers as health care professionals. 70 This work culminated in a leadership summit in 1993 and a published position statement, along with formation of the National Nurse Practitioner Coalition {''NNPC"), a lobbying group. 71 This lobbying group morphed into the American College of Nurse Practitioners {"ACNP"), and ACNP members barraged their federal representatives with "calls, faxes, emails that applied the pressure on Congress to get the job done. 
Ill. ANALYSIS
A. Pharmacists Are Already Providing Health Care
In reality, pharmacists are in fact already providers of health care. Through the evolution of the education of a pharmacist from a four-year professional degree to a rigorous six-year doctor of pharmacy degree), to residencies, board certifications, and therapeutic and professional continuing professional development certifications, pharmacists have been widening their scope of practice in order to meet the challenges of primary care, immunizations, public health, rural health, and indigent population health by stepping up to the plate and providing services to these professional areas and populations. There are four general areas to be explored relative to pharmacists providing health care in the United States that support and demonstrate the need for provider status of pharmacists: administration of immunizations; providing medication therapy management ("MTM"); supporting and practicing within the medical home as part of the health care provider team, and with that, contracting with physicians under collaborative practice agreements; and providing health care when and if disaster strikes under emergency preparedness.
Provision of Immunizations
On average, 36,000 people die needlessly from influenza complications or the seasonal flu each year; of those, ninety percent are people aged sixty-five and older. 73 In adults, diseases such as Tetanus, Diphtheria, Pertussis, Measles, Mumps, Rubella, Varicella, Pneumococcal diseases, Hepatitis A and B, Meningococcal diseases, Herpes zoster, and Human Papillomavirus ("HPV") can all be prevented with vaccines (also known as vaccine-preventable diseases, or "VPDs"). 74 The U.S. Adult Immunization Schedule strongly suggests fourteen vaccinations for adults against infectious diseases. 75 While childhood immunizations are at all-time highs, the opposite is true of adult immunizations, with only seventy percent of adults 73 . NAT obtaining the influenza vaccination. 76 Barriers to receiving a vaccine in a survey by the National Foundation for Infectious Diseases included adults reporting being too busy to get a vaccine (13%), believing vaccines do not work (14%), reporting they would not obtain a vaccine because they had to pay for it (22% ), reporting vaccines are too expensive to obtain (26% ), and reporting that vaccines are not safe (35%). 77 Furthermore, there are significant costs-indirect and direct--associated with infectious disease. For example, a global resurgence of measles from 1989-91 occurred, "resulting in more than 55,000 cases, 11,000 hospitalizations, 120 deaths, and $100 million in direct medical care costs." 78 Since The story of Patti Veliotes is a final, real-world example of why pharmacists are immunizing patients, preventing illness, and already providing health care. 87 Patti, a seventy-six-year-old woman, had friends who were getting shingles, and she wanted to get an immunization to prevent shingles in herself. 88 She went to her doctor to obtain one, but her doctor did not have the vaccine in his office. 89 Why? Two reasons: (1) the shingles vaccine must be stored frozen, and (2) because, "Increasingly, doctors are opting not to provide these vaccines because reimbursement from private insurance and Medicare is often inadequate." 90 Dr. Kenneth Schmader, chief of geriatric medicme at Duke University Medical School, goes on to state in regard to pharmacists providing immunizations the following: "I think it's a good idea from a public health perspective .... We try to remove as many barriers as we can to vaccination; having as many 86 
Medication Therapy Management (Ml'M)
Under MMA of 2003, PPACA of 2010, and HCERA of 2010, pharmacists are given larger opportunities and potential responsibilities to perform drug optimization management in the form of medication therapy management, or MTM. MTM is:
As defined in a consensus definition adopted by the pharmacy profession in 2004, medication therapy management is a service or group of services that optimize therapeutic outcomes for individual patients. Medication therapy management services include mediation therapy reviews, pharmacotherapy consults, anticoagulation management, immunizations, health and wellness programs and many other clinical services. Pharmacists provide medication therapy management to help patients get the best benefits from their medications by actively managing drug therapy and by identifying, preventing and resolving medication-related problems. 92 Through the MMA of 2003, CMS required each health insurance company providing Medicare Part D plans with drug coverage to also provide MTM services for eligible patients, 93 which must include the ability to "optimize therapeutic outcomes through improved medication use and reduce the risk of adverse events, including adverse drug reactions." 94 were specifically mentioned as providers of these services. 95 MTM services can also vary from pharmacy to pharmacy, can be targeted for specific disease management states, such as diabetes, and can be described as pharmaceutical care, 96 and can include even brown bag sessions, where patients bring all of their medications to one pharmacist for review live or telephonically.97 Providing this service allows a pharmacy to expand its pharmacists' scope of practice and "to be reimbursed for direct patient care services." 98 However, pharmacists were already previously providing various forms ofMTM services prior to MMA 2003. The classic MTM experiment, and one of the first to the pharmacy world, occurred in Asheville, North Carolina, and is otherwise know as the Asheville Project. The Asheville project was a collaborative MTM program dealing with two specific disease states-diabetes mellitus 99 and asthma. 100 This was a collaborative project for the employees of the city of Asheville. Asheville was a selfinsured entity, covering 1030 patients within its plan. 101 The city identified sixty city employees or dependents who suffered from diabetes. 102 To those diabetic patients, the city offered an opportunity: if they would agree to see a pharmacist to learn how to better manage their disease, they would receive a waiver of their co-pays on drugs and supplies for monitoring diabetes as an extra incentive to enroll in this project. 103 An asthma program yielded similar positive results as part of the Asheville Project. 111 Therapeutic outcomes in forced expiratory volumes ("FEV 1 ") improved and were sustained, 99% of patients bad an asthma action plan, emergency department visits decreased from nearly 10% to 1.3%, hospitalizations due to asthma decreased, and both indirect cost savings of $1230/patient/year and direct cost savings of $725/patient/year were realized over the course of the 5-year study. 112 Interestingly, patients at baseline who were seeing a primary care doctor bad a severity score of 3.3 on .a 4-point severity scale, and those seeing a specialist bad a baseline score of 3.0, but both groups improved their severity scores down to a 2.5, and both were statistically significant from baseline. 113 This result demonstrates that pharmacist education and intervention, regardless of whether the patient was seeing a primary care provider or a specialist, provided a benefit to the patient through pharmaceutical care or MTM by the pharmacist. There are other studies that demonstrate economic, therapeutic, and patient satisfaction and outcome data supporting the idea that what pharmacists do in MTM makes a significant difference in the lives of patients. The Diabetes Ten City Challenge reduced total health care costs by $1079 per patient per year compared to projected costs using community-based pharmacist disease state coaching. 114 Hemoglobin Al C had statistically significant decreases for the managed patient population, along with statistically significant, clinically positive outcomes on decreasing LDL cholesterol and systolic blood pressure. 115 Influenza vaccination rates in the patient population doubled, foot examinations more than doubled, and eye examinations increased from fifty-seven percent to eighty-one percent. 116 Pharmacists are already providing health care services through MTM. Some of the challenges moving forward, while considering the former challenges faced by nurse practitioners gaining provider status, include the following for the profession of pharmacy to consider: (1) standardizing quality and consistency, through MTM certification and training programs; (2) harmonizing billing platforms and health care information technology (HIT) standards; and (3) 
The Medical Home and Collaborative Practice Agreements
Although the concept of the medical home is not new to medicine, the concept of the addition of a pharmacist to the medical home team is a newer concept and increasingly of interest because of the medical home programs mandated by CMS in the new health care legislation. The idea or concept of the medical home originated in pediatric medicine, 134 where the American Academy of Pediatrics described the model as "a central location for archiving a child's medical record," 135 which also involves coordinating patient care, 136 in the form of"accessible, continuous, comprehensive, family-centered, coordinated, compassionate, and culturally effective care. " 137 The model utilizes a team-based approach to a patient's care, in ~articular for patients being treated for multiple health conditions, with physicians, nurses, pharmacists, social workers, dieticians, and other healthcare providers.138 Pharmacists may be integrated into this model fu one of three ways-either by contracting with the physician's group, by charging for MTM services incident to prescription dispensing, or being hired as a full-[Vol. 9:1 time employee by the practice. 139 Furthermore, pharmacists may contract with physicians under a "collaborative drug therapy management" 140 ("CDTM") agreement in order to provide medication and health management programs. As of 2008, forty-five states allowed CDTM between doctors and pharmacists. 141 CDTM is authorized at the state level by state boards of pharmacy, and typically utilizes practice protocols, which may or may not allow pharmacists to modify a patient's therapies, order laboratory tests, educate, monitor, and assess therapeutic responses, and actually administer medication. 142 In Indiana, CDTM is only allowed in the institutional setting, such as the Veterans Health Administration ("VA") system, and the Indian Health Services ("IHS"). 143 Under IHS, a grant gave pharmacists the opportunity to develop the Pharmacist Practitioner Program, which allowed pharmacists to provide drug therapy management along with physicians, and demonstrated positive results. 144 However, Indiana is lagging behind over thirty other states, where CDTM is allowed in a variety of settings, beyond acute care and mental health facilities. 145 There exists "considerable evidence that clinical pharmacy interventions reduced the frequency of drug-related problems in the elderly." 146 ·Another private model of the medical home, Geisinger Health System, found that by aggressively focusing on primary care and managing chronic diseases, the system realized 7% savings in costs and a "200/o reduction in hospital admissions."147 HoweVer, while pharmacists have and continue to demonstrate their value in the medical home model, the increasing issue at hand is how pharmacists get paid for providing this health care. 148 " [C] are in the outpatient setting and after hospital ·discharge is paid on a fee-for-service basis, and visits to pharmacists are not reimbursed in most states. " 149 It is difficult to justify hiring a pharmacist in a medical home without the ability to bill for and be reimbursed by insurance companies and Medicare, without pro- Health and Human Services as part of the Emergency System for Advance Registration of Volunteer Health Professionals ("ESAR-VHP"). 167 Also, after the tragedy of 9/11, pharmacy and public health leaders met to understand the issues facing emergency preparedness relative to the pharmaceutical supply chain-yet another way to have pharmacists better manage disaster recovery and better manage drug shortages. 168 Emergency management and preparedness are yet another way that pharmacists can provide health care in times of need, and in particular, primary care, to patients who may not otherwise receive care. Through these various organizations, pharmacists can and have volunteered their time and talent to patients in need and therefore are truly providing care already during natural and human disasters.
B. Pros and Cons of Pharmacists as Legal Health Care Providers
All new ideas come with skepticism and controversy. There are arguments against pharmacists becoming legal health care providers under the Social Security Act federally, and at the state level, including Indiana. There is also strong support of pharmacists as legal health care providers. Both viewpoints are detailed below.
Physicians' and Professional Organizations' Opinions on Pharmacists as Legal Health Care Providers
There is resistance on the part of major physician professional societies for allowing other health care professionals to provide health care. The American Academy of Family Physicians ("AAFP") "believes that only licensed doctors of medicine, osteopathy, dentistry, and podiatry should have the statutory authority to prescribe drugs for human consumption" 169 and "[p ]harmacists should not alter a prescription written by a physician, except in an integrated practice supervised by a physician or when permitted by state law." However, AAFP goes on to state in a position paper on Pharmacists that in a collaborative setting, 171 While the report was not yet publicly released, the document was released to leaders of several pharmacy organizations. In a letter signed by leaders of the American Pharmacists Association, American Association of Colleges of Pharmacy, the American College of Clinical Pharmacy and four other national pharmacy organizations dated Aprill6, 2010 to Dr. Michael Maves, CEO of the American Medical Association, pharmacy leaders voiced "serious concerns about the portrayal within the document of pharmacists' scope of practice, the provision of collaborative drug therapy management (CDTM) services, and the education and training of pharmacists."172 The letter goes on to state, ''The suggestion in the documentthat the evolving scope of practice of pharmacists serves primarily to 'compensate' for increased automation and utilization of pharmacy techniciansis simply wrong." 173 The drafters of the response letter suggested that the inaccuracies be corrected, and concluded that, "pharmacists are filling roles today that were largely unmet and that support the health care team in a patient centered model." 174 Interestingly, the AMA Scope of Practice Data Series: Pharmacists has yet to be released to the public. In response to the letter, President of the American Pharmacists Association, Thomas Menighan, responded in a follow-up publication that, we [pharmacists] continue to get "good press" from many nonpharmacist organizations that see the value of pharmacists as medication coaches in collaboration with other healthcare professionals and as part of the medical or health home. Organizations such as AARP, the Patient-Centered Primary Care Collaborative, the Joint Commission, the Association of Academic Health Centers, and the Institute of Medicine [Vol. 9:1 Pharmacy Services Support Center ("PSSC"), which "was created to address the needs of pharmacists associated with HRSA grant projects and eligible community health centers to ensure patients have access to pharmaceuticals, medication management, and pharmacy services as part of their total health care." 182 Major patient organizations (AARP), government agencies such as HRSA, and of course pharmacy organizations--both forprofit (Walgreens) and not-for-profit (APhA}-all see the value in pharmacists playing a role in providing health care to patients. Why not then make pharmacists legal health care providers?
Liability and Provider Status
As the old adage goes, with privilege comes responsibility. Pharmacists, if given provider status under the eyes of both the federal law as well as Indiana state law, must take the privilege along with the heightened level of responsibility-including possible liability. For example, courts in the past have generally held pharmacists and pharmacies strictly liable for assurance "of the safety of a manufactured drug and would impose on the retail druggist the obligation to test, at its own expense, new drugs. The costs to society, which needs and values the pharmaceutical products sold by druggists, would be unduly high." 183 However, courts in the past have also taken pharmacists out of the equation and released them from a duty to warn relative to drug side effects and safety; 184 but would this change if pharmacists were considered a health care provider under federal law and/or Indiana state medical malpractice law?
.Jf pharmacists were included under Indiana medical malpractice laws, liability may decrease, rather than increase, for pharmacists. As earlier stated, there is a two-year statutory window for bringing medical malpractice claims on "providers" in Indiana; however, technically, because pharmacists are not considered "providers" under that statute, they in theory have no time limits for claims against them.
IV. CONCLUSION
Pharmacists are already giving care to patients in expanded means, beyond mere dispensing of medications. Through longer and more thorough education, board certifications, and additional training to provide immunizations, medication therapy management, and emergency/disaster relief, pharmacists are becoming more knowledgeable about primary care than ever in order to fill in the gaps where the needs of the rural, urban, and underserved populations are not currently being met. Now, more than any time in U.S. history, the people need affordable solutions to their health care needs, and pharmacists are fulfilling those needs in unique and creative ways. The question that remains is: will payers, who are ultimately the federal government, state governments, and employers, finally recognize pharmacists as true health care providers? If pharmacists are already doing the work, they should have already earned provider status. It is time for the law-both federal and state-to match reality and make pharmacists legal health care providers.
V. ADDENDUM
Three key events occurred in the past year relative to the movement toward pharmacists becoming legal health care providers. First,. on February 3, 2011, the Medication Therapy Management Empowerment Act of 2011, or S. 274 was introduced by Senator Kay Hagan of North Carolina with 15 cosponsors. 185 The bill notes that the cost of improperly taking medication for the U.S. is $290 billion annually, andalsocites the Asheville Project. 186 The bill essentially proposes improvements in Part D MTM programs, including increased access for patients to MTM, expansion to other chronic diseases, and performance-based incentive payments for better medication adherence outcomes. 187 The bill was read twice and referred to the Committee on Finance and currently sits in committee. 188 Second, a report from the U.S. Public Health Service -Office of the Chief Pharmacist was written to the U.S. Surgeon General. 189 In this report, pharmacists outlined that via evidence-based outcomes, pharmacists are, [Vol The U.S. Surgeon General, Dr. Regina Benjamin, clearly read thereport, and on December 14, 2011, issued a letter stating that the report provided, "a thorough discussion of the comprehensive patient care services that pharmacists are currently providing." 193 The letter further stated, that, "Recognition of pharmacists as health care providers, clinicians and an essential part of the health care team is appropriate given the level of care they provide in many health care settings." 194 Thus, the perfect storm for pharmacists as providers under the Social Security Act is documented, imminent and palpable.
